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10 Ebrill 2008  
 

Val Lloyd: The next petition, P-03-113, is on screening for prostate cancer. 

Michael German: This is a very important issue, which I think we should get the 
petitioner to talk to us about. Although we may not want to deal with it ourselves, but 
refer it to another committee, those in the profession certainly have a range of views 
about whether screening is appropriate.  

Bethan Jenkins: May I ask a question? Is this from the Screening Matters 
campaign, which we have been receiving e-mails from? I thought that the Minister 
had made a statement about it, but it may be totally different. 

Val Lloyd: I do not think that the Minister has made a statement on this prostate 
cancer campaign. The Minister has made statements on breast screening, cervical 
screening, and bowel screening, because those are the three types of screening that 
are proven to be most effective. 

Bethan Jenkins: Okay, I just wanted to clarify that.  

Michael German: Prostate cancer is the most common cancer among men, and 
there is a difference of view among the medical profession as to whether screening is 
a good idea. I have heard eminent practitioners making the argument for both sides, 
and so it is a very tricky one indeed. Having the petitioner in seems to me to be a 
good starting point, but we may have to go a long way further with it—or perhaps 
another committee will have to do so. 

Bethan Jenkins: Will we also ask the Minister about the current policy? 

Val Lloyd: Yes, we could do that.  

Andrew R.T. Davies: I think that the last line focuses everyone’s mind:  

'The five year survival rate of prostate cancer in the USA is 98.5%, compared with 
just 70% here’. 

Michael German: You wait until you hear the figures— 

Andrew R.T. Davies: That is why I said that the important thing is for us to get inside 
the issue. 

Val Lloyd: That is right. There is more to this than meets the eye. 

Michael German: Part of the argument, as I understand it, is that prostate specific 
antigen tests are slightly inexact, and so can give false—what do you call them? 

Val Lloyd: False positives, and of course a false positive result would be a worry for 
the gentleman involved. However, let us save that discussion for outside the public 



meeting. 

Michael German: It should also be said that prostate cancer is likely to affect all men 
if they live long enough. 

Andrew R.T. Davies: With my fortieth birthday this week, you have really cheered 
me up. [Laughter.] 

Michael German: I only know that because I sponsored a presentation here. 

Val Lloyd: It is certainly an interesting situation that needs airing. We will write to the 
Minister for her initial response, because we may need to write to her again after we 
have had evidence from the petitioners. 

 
22 Mai 2008  
 

12.33 p.m. 

P-03-113 Profi ar gyfer Canser y Brostad  
P-03-113 Testing for Prostate Cancer 

Val Lloyd: I welcome the petitioners to the meeting—good afternoon. You have 15 
minutes in total to present whatever you wish to present; how you divide that time is 
up to you. My introduction will not come from the 15 minutes. After those 15 minutes, 
the committee will have up to 15 minutes to question you, and we will then ask you to 
retire; you can go to the public gallery, if you wish, or you can leave the building—
that is up to you. Will you first please introduce yourselves individually? 

Mr Barrett: Hello, I am Norman Barrett, the chief executive of the Association for 
International Cancer Research.  

Ms Long: I am Geraldine Long, the donor development manager at AICR. 

Dr Matfield: My name is Dr Mark Matfield, and I am the scientific co-ordinator of the 
charity. 

Val Lloyd: Thank you. If you could now give your evidence, you have 15 minutes, so 
please use the time in any way that you want. 

Mr Barrett: The Association for International Cancer Research is a British-based 
charity—we happen to have our offices in St Andrew’s—and we fund research into 
any aspect of cancer in any area of the world. We currently have 268 cancer projects 
in 23 different countries, two of which are based here in Cardiff. We are here to talk 
to you about the prostate specific antigen test for prostate cancer. We feel that it 
should be made available on demand to any man aged over 50. Dr Matfield will 
explain the thinking behind this, and why we would like this to happen. 

Dr Matfield: Thank you, Norman. Would you be my assistant and run through the 



slides on display as I give the presentation? This next slide simply makes the point 
that prostate cancer is a growing problem in the UK. These figures show the 
incidence per 100,000 people—that is the upper, blue line on the graph. The lower, 
dark blue line is the death rate. What that translates to in hard numbers in the UK is 
35,000 cases of prostate cancer each year, and 10,000 deaths. So, for Wales, you 
are looking at just under 2,000 cases a year, and 500 men dying. 

There is a test that is widely available and heavily used for this—the PSA test. We 
must be careful here: it is not actually a test for prostate cancer. It is a test for 
problems with the prostate; bacterial infections of the prostate could cause an 
increase in the PSA level in the blood, as could a benign enlargement of the 
prostate, which many elderly men suffer from. However, it is a simple test to take, 
involving just a couple of minutes with a nurse to take the blood, and the results can 
be back within two days. Sadly, it is far from an ideal test; it has a high false positive 
rate and a significant false negative rate. Having said that, it is, by a long chalk, the 
best test available. Others are being researched and tested at the moment, and we 
hope that, in 10 years or so, they might replace it, if they are adequately funded and 
are better tests. However, that is a hope on the horizon rather than a real prospect at 
the moment. 

The key point is how much the test is used, and that is what we are here to talk about 
today. In America, principally because their health system is funded by insurance 
companies, doctors are very keen that men should take this test, and there is a high 
level of awareness of the PSA test in America. Figures show that about 50 per cent 
of men over the age of 50 have had the test, and the five-year survival rate is as 
close to 100 per cent as you can get, practically. In this country, the PSA test is used 
far less, and our five-year survival rate—that is, your chance of living five years after 
your diagnosis with prostate cancer—is around two thirds. It is, frankly, not good by 
most international comparisons. 

The key is early diagnosis, and that is why testing is so important. It is a truism for all 
cancers that, the earlier you diagnose it, the greater your chances of survival. If you 
can catch a cancer before it has started spreading, it is amenable to almost 100 per 
cent effective treatment by surgery. Statistics in this country show how dramatic a 
difference that makes. Early prostate cancer is defined as not having spread outside 
the prostate gland; advanced is cancer that has spread, and as you can see from the 
slide, the difference in survival rate is enormous.  

12.40 a.m. 

I will now switch to talk about the policy on PSA testing. The NHS policy, which is 
used by the health services in Wales, Scotland and Northern Ireland as well as 
England, is quite simple. It says, perfectly correctly, that there is no conclusive 
evidence that a PSA screening programme would save lives. We thoroughly agree 
with this; it is a little unfortunate that this petition was labelled for you as being about 
PSA screening, because we are not talking about screening. Screening is a 
programme where the health service says that it wants to test everyone or nearly 
everyone in the population. We are not talking about that, and there is no strong case 
for doing that yet; the research to show that it would save lives has not been done. 
We are talking about greater availability of the PSA test for men who want it. There is 
a problem with this question, in that the research being done into this—two large 
trials in America and Europe—may not be able to provide conclusive evidence as to 



whether the PSA test will save lives, because all the men taking part are having the 
test voluntarily, whether they are meant to or not, so it is skewing the results. 

However, the NHS policy, and the same policy applies in Wales, is called the 
prostate cancer risk management programme. As you can see on the next slide, 
what it says is that it strives to: 

'Ensure that men who are concerned about the risk of prostate cancer receive clear 
and balanced information about the advantages and disadvantages of the PSA test 
and treatments for prostate cancer’. 

This is perfectly sensible. As you can see on the next slide, what it, sadly, does not 
say is what should happen after they have had that information. It says one or two 
things that are going in that direction. To paraphrase—there are far too many sheets 
of paper—it says that it is hoped that this will help men to make an informed decision 
about PSA testing, but it does not actually say that they can have the test. That is the 
problem. There is no statement anywhere in this policy that says that, if a man 
decides that he should have a test, he has any influence on the decision. 

As you can see on the final slide, we are not suggesting that there should be a PSA 
screening programme, but simply that if a man decides, having received the 
information, that he would like a test, he should be able to have one. By this, we are 
talking about men who are aged over 50. Men need information to help them to make 
this decision; it is not a simple question. Their GPs are the ideal people to help them 
with that information, but, in our view, it is men who should make decisions about a 
key test for their health, not their doctors. This is a situation where men should have 
power in their own hands, because opinions differ among doctors, and we get far too 
many letters from men who say, 'I think that I should have a test, but my doctor 
would not give me one’. We do not think that that is right. On something like this, 
men should decide.  

We have made this pitch to many organisations, and what tends to happen, as 
happens here, is that the Ministers and health departments give the easy answer, 
namely saying that PSA screening is not appropriate. Let me emphasise again that 
we are not talking about that. In a nutshell, we are asking that someone, somewhere 
in the UK, in just one part of this country, starts this ball rolling and starts doing what 
they do in America, parts of Australia and many parts of Europe, namely give the 
PSA test on demand to men aged over 50. Our pitch to you is that Wales should be 
the place to start this. You can start the ball rolling and the rest of the country will 
follow you. 

Val Lloyd: Thank you. Miss Long, did you want to contribute at all? 

Ms Long: No, that is fine. 

Val Lloyd: What about Mr Barrett? You are within time. 

Mr Barrett: I just want to say that we are trying to get parity between prostate cancer 
and breast cancer. The fact that 10,000 men a year are dying is bad enough in itself, 
but Geraldine and I have members of our families who have died of prostate cancer. 



In both cases, they had secondary cancers, because it had not been diagnosed early 
enough. One thing that troubles me greatly about this is that, whether the test is as 
good as it could be is immaterial, prevention is better than cure. So, the earlier we 
detect this, even if we get some false readings to start with, and the sooner we pick 
up that there is cancer there, the better the chance of no secondary cancers 
developing at a later stage. Therefore, it is important that this goes forward. 

With 10,000 deaths, the initial idea was to try to get 10,000 signatures on a petition to 
present to the Government to say, 'This represents the number of deaths from this 
each year; please make this available on demand and give the additional information 
that is needed’. We are taking this to our own website, we have a petition on the 10 
Downing Street website, we have come to speak to you, and we are attempting to do 
the same thing in Scotland.  

Val Lloyd: Thank you, Mr Barrett and Dr Matfield. I will now open it up to questions. 

Jenny Randerson: Thank you very much for that powerful evidence. Like you, I 
know people who have prostate cancer and I do know someone for whom the test 
has proved absolutely pivotal, so I understand the importance of it. You have very 
powerful evidence, and very striking indeed is the statistic from the USA. I have to 
play the devil’s advocate here. Are there any other factors in the USA that could 
explain the strikingly high survival rate? 

Dr Matfield: Yes, without a doubt. The Americans have a much more aggressive 
approach to the treatment of prostate cancer. The statistic that we showed there is 
the most well known and the most striking, but, if you were being critical, you would 
look at the best evidence on this type of cancer, which probably comes from studies 
in Australia, where different Australian states have different policies on the prostate-
specific antigen test but, effectively, the same approach to treatment. There is a 30 to 
40 per cent difference in five-year survival rates there just because one state has a 
policy on testing whenever it is appropriate and another has no policy at all. So, it 
tends to be ruled by health economics more than anything else. I should actually say 
that the PSA test is incredibly cheap: it costs just £12 per test.  

Jenny Randerson: The cost per test was going to be my second question, so thank 
you very much for answering that. 

Bethan Jenkins: I want to ask about the research that has been done on the fact 
that many of the men tested who have high levels of PSA find that they do not suffer 
from prostate cancer, although they have to go through the process of having a 
biopsy, which puts pressure on them. Do you believe that the benefits of having the 
test outweigh that stress, and that they should be able to receive the test regardless? 

Dr Matfield: Yes, we do, because the picture that tends to be painted—that a high 
PSA count does not necessarily indicate that you have cancer—is an 
oversimplification. The normal count in men up to 80 years of age ranges between 0 
and 5, and so if a man in his late 70s presents and has a PSA count of 10, that is 
something to watch but not to get massively alarmed about. If his count is more than 
20, which is usually the upper range of benign conditions that can cause a raised 
PSA count, like the standard enlarged prostate that so many old men have, you 
would then start to look for another argument. Is there perhaps some bacterial 



infection? Why is the PSA raised? If he were to present with a PSA of 50, alarm bells 
should be ringing. That man probably has metastatic prostate cancer already, 
because nothing else can produce a really high PSA reading unless he has been in a 
car accident or suffered another sort of traumatic injury.  

So, there is a range of sets of information that you can get from the PSA level. If it is 
middling, you would say, 'Come back in a month and we will do another one’. If you 
find a sustained high level, you know that it is not a one-off thing like an infection. 
Even vigorous exercise can sometimes cause a slight raise in the PSA count, so you 
look for a sustained level. If the cancer is progressing, you look for an increasing 
level and then, based on that, you, as someone treating that man, would make a 
decision about what tests would be appropriate next. The test is not all or nothing, 
'Bang, this says he has or has not got cancer’; it tells you whether more testing is 
required. Typically, the next test would be a transrectal ultrasound, which gives you 
quite a good image of the prostate gland and so you can actually see any tumours in 
it. 

Bethan Jenkins: You say that it is an oversimplification, but that is the advice from 
the UK National Screening Committee. Do you believe that it has oversimplified the 
arguments as well? 

12.50 p.m. 

Dr Matfield: There is no doubt that there are divided opinions about the PSA test 
among GPs. However, you will find that GPs in countries and areas where it is used 
are convinced of its value. The problem is that many of the GPs, committees and 
Governments that look at this have a mixed set of concerns and criteria on their 
agenda. If you read the full advice to GPs, you get the flavour that they are 
concerned about trying to hold the fort against the demand that would cost them a lot 
of money if a screening programme were instituted. Cost is an issue for them, but I 
think that that is a poorly informed view. The whole point of spending money in the 
health service is to save lives, to be frank. That is what it is there for. 

Val Lloyd: Have you finished that line of questioning, Bethan? 

Bethan Jenkins: Yes.  

Val Lloyd: You said that it costs £12 per test. Have you had any indication of the 
demand were that to be made available on request? Have you explored the potential 
take-up in any way, or do you have any research that would indicate what the take-
up would be?  

Dr Matfield: No, and I am not sure how one could do rigorous research into that. We 
can give you anecdotal evidence, certainly, because we have put a lot of effort into 
communicating with our supporters. Through direct-mail campaigns, we are in 
regular touch with 0.25 million men in the UK to say, 'You should look at this’. The 
number of letters that we get back, either saying, 'Okay, I thought that this was 
useful, because it showed me that I am okay and that is a relief’, or saying, 'It 
showed me that I was not okay, so thank you for saving my life’, indicates to us that 
there is a significant interest in taking this up among men aged over 50, and that that 
interest gets greater as men get older.  



Ms Long: I deal daily with donors, and we get a great many letters because we put a 
lot of emphasis on prostate cancer through our Spotlight Appeal for prostate cancer 
research. We get letters from supporters who say that their GP would not offer them 
the prostate-specific antigen test, so they had to go private or move to another health 
board area where they could get the test.  

The PSA test is just the first step on a diagnostic pathway, very much like the 
mammogram. A mammogram will not tell you that you have cancer; it will tell you 
that something needs further investigation. I am not saying that the test will diagnose 
cancer, but there will always be the other follow-up examinations, such as digital 
examinations, ultrasound and biopsies, just as there are for every other cancer. The 
test is the first line of investigation, and it will show up a problem. 

Bethan Jenkins: Have you talked to GPs about the effect of the guidance that is 
given to them, about how widely distributed it is among men registered with their 
surgeries, or about the level of take-up as a result of the guidance?  

Dr Matfield: We have not done that, and we would hesitate to do so. It would be 
perceived as being critical of GPs’ practice or of the information provided. When I 
went to see my GP about this, I was not offered any information. I do not know 
whether you were. 

Mr Barrett: No, I was offered no information either, but I was told that I could have 
the test. Other than that, there was nothing forthcoming.  

Part of the problem with this is that prostate cancer is not spoken about in the same 
way as breast cancer is spoken about for women. So, women are much more aware 
of the situation, and probably go for tests and check themselves. You cannot check 
for prostate cancer without having some kind of internal test, so really the PSA is the 
first start. This is as much about trying to get men to be more aware of their health, 
which is a difficult thing to do in itself. Raising the profile of the test and telling men 
that it is available so please go and have it is the starting point. Surely, in the longer 
term, the earlier you are diagnosed as having this cancer, the better your chance of 
surviving that and any secondary cancers. That is the fundamental point that will 
save money for the health service in the longer term by preventing rather than trying 
to cure the disease. In all of this argument, that is one thing that appears to be 
missed. People are always talking about costs and the fact that it costs a lot of 
money to screen in this way. My attitude is that you also have to measure the cost in 
the longer term of having to provide treatment.  

Andrew R.T. Davies: Thank you for your evidence this morning. As the only male 
Assembly Member present, I read it with interest, although I seem to be the right side 
of 50 at the moment, but I appreciate that cancer does not discriminate on grounds of 
age. 

In the evidence—and you highlighted this, Mark—you are not calling for a screening 
policy. It says here, in bold print, that, nationally, the Government is against any 
screening policy using the PSA system, because it is not as accurate as it could be. 
So, what you are saying to us is that it should be an option for people who go to the 
GP, and the Government should not be compelled to provide a national screening 
campaign in Wales, as the option should be explored by a patient visiting their GP.  



Mr Barrett: At the moment, there are GPs out there who say 'no’ to such requests.  

Dr Matfield: One could go further about the screening point. There is a well defined 
set of criteria which needs to be fulfilled before you put a screening programme in 
place. You have to know that it will save lives, the test must have a certain level of 
accuracy and you must know something about the course of the disease. The PSA 
test for prostate cancer falls down and fails to meet several of those criteria. Even if 
the PSA test got better, I do not think that there would be a case for the screening 
programme. So, the screening programme is out of the window. This is about the 
availability of the test if a man decides that he should have it.  

Val Lloyd: At the moment, some GPs will give the test if you go to them, or, if they 
have reason to think that it may be needed, they would allow you have it, but that is 
not a universal policy. Is that the same across the four UK countries?  

Mr Barrett: Yes.  

Dr Matfield: We receive hundreds of letters from all over the UK, including Wales, 
some of which say, 'I went to have the test, and I got it with no problem’, and others 
that say, 'Oh, we do not do that here’.  

Andrew R.T. Davies: The USA figures are very compelling, but, from my limited 
understanding of cancer treatment in the UK, as you rightly highlighted, it is very 
aggressive with treatment and the level of cancer care is exceptional, in many 
instances. How would we compare on a European basis, which is a far closer 
comparator? Interestingly, the figures about what is going on in mainland Europe 
were not supplied.  

Dr Matfield: The answer is that we are roughly in the middle of European survival 
rates for prostate cancer, but I am not sure that the comparisons are that much more 
informative. For example, in France, which I know very well, the health system is 
superb. It is enormously well funded, to the point at which the French say that it is 
bankrupting the country. If you wanted to have an x-ray, you would get your typed-up 
results from the doctor in 45 minutes, but that is because a lot of money is pumped 
into the system. Health services are like anything else: you get what you pay for. The 
cancer care in France is very good, but, in other parts of Europe, where less is 
invested in the health service, or where the geography goes against it because it is a 
large country with a low population density, the survival rates are lower, because 
there is not the same level of investment and there are not as many hospitals. So, 
there are marked differences in health services across Europe, which give marked 
differences in survival rates.  

Andrew R.T. Davies: That is a bigger argument regarding how health services 
operate on the continent, especially the French model. Moving on to some of the 
variables in the testing system, some of the figures that I have seen show that the 
PSA test can throw up around 20 per cent of false results, but enormous amounts of 
research are being done to try to bring that variable level down. How far down that 
road are we of getting a PSA, or whatever, to be more accurate in its testing? From 
the papers that I have read, it seems that people are holding off for a better system 
to come through. 



Mr Barrett: We are a long way from that—up to 10 years. To be frank, let me put it to 
you in a different way. I lost my grandfather to this disease, and so it is very personal 
to me. I recently turned 50, and I have now asked for the test. From my perspective, I 
ask myself, which situation would I rather be in? Would I rather have the test, which 
says that I have a problem, get it checked again, and it still says that I have a 
problem, so then I have the next two or three stages of treatment, only to be told that 
I have it but it is not in an area that I need to worry about, and so I can go 'Phew, 
although that was a bit worrying’, or would I rather not do anything for the next 10 
years, and then suddenly find that I have a major problem as I have cancer that it is 
quite far advanced, there are secondary cancers, and it has spread to this, that and 
other parts of my body, and so my chances of survival over the next five years are 
zero? 

1.02 p.m. 

I know which answer I would rather have and that for me is the point because we are 
not saying that we should spend huge amounts of money and ensure that everyone 
does it; we are saying, 'Let us inform people and tell them that the test is available 
and let us say to them that if they want to have the test and to start the process, then 
this is it. Yes, these are the shortcomings, but at least you are doing something about 
it, and taking a more involved view of your own health.’ 

Andrew R.T. Davies: I am going to ask you to state the obvious now, given what 
you have just said, but how can the other bodies that regulate this justify their 
position that states the exact opposite, namely that we should stand back and wait 
until a better test comes into existence? As I said, I have read papers that present 
the other side of the coin. Your argument is compelling, but— 

Dr Matfield: With respect, they are arguing about prostate-specific antigen 
screening— 

Val Lloyd: Could you be brief please, because we are now out of time. 

Dr Matfield: They are talking about PSA screening and not about the availability of 
the test. In terms of screening, their argument is good, but that is not what we are 
talking about—we are talking about making the test more available. 

Val Lloyd: I am sorry, but we have run out of time now. Your evidence was very 
interesting and there were further questions, but we keep to a 15-minute limit so that 
all petitioners have exactly the same care and attention. Thank you for answering the 
questions. While you go to the public gallery to hear our deliberations, we will move 
to the next item and then return to yours so that you can hear our discussion in full. 

 

Val Lloyd:  We will now go back to the first petition on the availability of the PSA 
test. I think that the petitioners are safely up in the gallery, so it is now over to 
Members to comment. 

Bethan Jenkins: On the flip side of saying that the test is available and that it would 
not incur costs is the fact that some general practitioners are not implementing it 



because of the quality of the test, which is the advice that they have been provided. If 
the screening committee believed that the test was effective, there would be an 
argument for them to say, 'Of course we will roll it out’, and that GPs would be told to 
provide testing on a streamlined basis across the board. However, because there are 
issues arising from the test, they have decided not to do that. So, I would say that we 
should ask the Minister again to clarify her position on this, in light of the information 
that they just want to have a comprehensive availability of the test, as opposed to 
rolling out the test across Wales.  

Val Lloyd: I think that that is the point at issue, because, clearly, as Dr Mark Matfield 
said himself, it does not meet the requirements in the national screening programme, 
but the petitioners’ wish is to have it available on request. Of course, that raises the 
issue that, once it becomes publicly known that it is available, requests for the test 
are bound to increase, but that is not for us to decide. It would be right for us to write 
to the Minister to ask for her views on this and whether she would consider putting 
that in guidance to local health boards in order for them to give guidance to GPs. Do 
you agree? 

Andrew R.T. Davies: The point that we need to make, which was made forcibly to 
us, is that we are not looking at the screening side of it, which, from the weight of 
evidence that I have seen, is where the focus has been, but at availability, which is 
what the petition itself requests. I endorse everything that Bethan said—it is about 
availability and choice at the end of the day, and guidance on that needs to emanate 
from this institution. At £12 a test— 

Bethan Jenkins: That is why there is a contention about making it available—
because of the disparities in the evidence. That may be what will come back from the 
Minister, but it may not and it may be different. 

Val Lloyd: It is not precisely comparable with mammograms, but the availability 
issue is similar. There is a screening programme; because it has various outcomes, if 
you are worried or you spot a lump, you can go to your doctor and a mammogram is 
available. However, that does not quite apply here, and the doctor would also need 
to give advice to the patient about the potential false positive results and otherwise. I 
think that we must, as a committee, write to the Minister. 

Jenny Randerson: I am pleased that you drew that parallel, Val, because, of people 
recalled for further tests following a mammogram, four out of five do not have cancer. 
That is a similar scenario really; it is not a false positive in the same way, but getting 
a positive test on the mammogram does not mean that you have cancer, but that you 
need further tests. Once again, it is the same situation that we see so often—spend a 
bit of money now and you save a great deal of money as well as many lives later. I 
think that we should write to the Minister, but I completely support Andrew’s 
comment that we need to make it clear that we are not asking for screening in the 
traditional sense, which was the misinformation that we had in our minds. We might 
also suggest to the Minister that she consider other approaches to increase the 
numbers of men who take this test and the number of GPs who are prepared to offer 
it. Perhaps we can suggest that it be looked at in relation to instructions to GPs, 
guidance to GPs, and even the GP contract and the quality and outcomes 
framework. 



Val Lloyd: Fine. I believe that we have pretty universal agreement. We accept that 
this is not a screening programme, but we are going to ask the Minister to look at it 
across the piece, as we described. 

 
 
9 Gorffennaf 2008  
 
 
Janice Gregory: We will now move on to number six, the availability of the prostate 
specific antigen test. You will have seen the response from the Minister for Health 
and Social Services to the prostate specific antigen test for men over 50. Having read 
it, it is not just a simple blood or urine test, where you would just get a positive or 
negative result. It seems to be far more complex than that. I believe that the 
Minister’s letter sets that out clearly. What is crystal clear to me is the fact that this 
test is available. If someone asks for it—perhaps because of family history—the GP 
would need to make the patient aware of just how complex the results can be. I do 
not know how Members feel about that—does anyone wish to comment? 
 
Bethan Jenkins: The only issue that I have is that I do not believe that it is different 
to when we first wrote the letter to the Minister regarding the fact that they wanted it 
on demand. I believe that they already knew from the first letter that that was 
Government policy, which is the same policy as the Westminster Government. I know 
that the petitioners are not going to be pleased with this, because they were saying 
that they wanted it to be initiated differently to the current policy. 
 
Kirsty Williams: My understanding—not that I was here for previous discussions—is 
that there is a campaign to institute a screening service in the way that we would 
understand other cancer screening services, whether for breast cancer, cervical 
cancer, or, potentially, bowel cancer. Is that what they wanted? 
 
Mr Sanchez: No, we had a discussion with the petitioners at an early stage, and they 
made it clear that this was not about screening. 
 
Kirsty Williams: Oh, right. 
 
Andrew R.T. Davies: They came to committee and gave us comprehensive 
evidence. 
 
Mr Sanchez: We had included some public papers. I think that we had called it 
screening for prostate cancer, and they were particularly unhappy about that. They 
made the clear point that it was not about screening. 
 
Andrew R.T. Davies: This is the initial stage; you then go on to have the screening. 
 
Janice Gregory: I am in the same position as Kirsty, or a worse position, because I 
only know what I have read, and from speaking to the clerk. It appears to me that, 
some people who present to a GP because of family history, or whatever, feel that, 
having reached the golden age of 50, they would like this test. However, it is not 
refused to them—it is just that it is not like a normal mammogram, where you go and 
have a mammogram, and, if something is discovered, you then go on. There seems 
to be a far more complex explanation of tests—it does not just come back when 
something is raised, and you need further tests; it is complex. That could perhaps 
make it a more anxious time. 



 
Kirsty Williams: I have not heard previous evidence, but I have read the papers, 
and from my previous membership of the health committee, as well as in a Welsh 
Liberal Democrat policy context, I have had many discussions on PSA. The issue is 
that, in managing someone with a raised PSA level, you have to watch for weighting 
and for false-positives, but how do you identify an individual who, potentially, has a 
form of prostate cancer? Is it an aggressive form that will need aggressive treatment, 
or is it a kind of cancer where you can sit back and monitor it and wait? You are right 
that the PSA issue is not as straightforward as it first appears. There is different 
advice on this, and different medical opinion about the appropriateness of the use of 
PSA and what you do afterwards. Any potential treatment arising out of this is radical, 
and could, potentially, have significant side-effects, as I understand it. 
 
Andrew R.T. Davies: I suppose that that is the danger of the petition process—we 
sometimes take evidence before the other correspondents catch up with it. However, 
we received a graphic, professional presentation. My understanding of the 
petitioners’ request is that the test was more readily available; rather than the patient 
initiating the test, it was the health professional initiating the test, as a matter of 
course. Forgive me if I am misconstruing that. Therefore, the request was that the 
health establishment in Wales adopt this test as a matter of course, rather than as a 
matter of request from the patient. As they were saying, it is not the screening 
process—this is very much the initial diagnosis, to see whether you should go on for 
further screening, and so on. We are fortunate that we had Mike German here last 
time, who is an expert on this issue, because he had taken a lot of evidence on it in a 
previous policy forum or something.  
 
9.40 a.m. 
 
Kirsty Williams: We had a big Liberal Democrat debate about offering PSA 
screening as a manifesto commitment, but it was rejected at conference.  
 
Janice Gregory: The difficulty is that we know that the test is available and that GPs 
would be required to ensure that patients understood exactly what could come back 
from the test. However, Andrew is saying that what the petitioners wanted was for the 
test to be offered. I would have thought that if a GP—for example, my GP, who is 
incredibly thorough—had any concerns or suspicions, he or she would offer this test 
anyway as part of the patient’s care. 
 
Bethan Jenkins: The petitioner was saying was that that is not happening on a 
routine basis across Wales.  
 
Andrew R.T. Davies: There is good practice and there is bad practice. The Minister 
has made it clear in her letter that the test is available, but that she has no current 
plans to change the process. We, as a committee, cannot instruct the Government to 
change its plans. The petitioners have brought their persuasive argument here, but, 
at the end of the day, someone has to make a decision, and it is the Government that 
is charged with making that decision. Therefore, I do not see how we can advance 
this petition any further, because the Government states in this letter from the 
Minister that it has no plans to change its advice, or provide any new advice, to GPs 
at this stage. 
 
Kirsty Williams: It seems that the Minister has taken steps to make GPs aware of 
the test and has offered advice to GPs. It is not for the Petitions Committee to begin 
to micromanage the practice of individual GPs.  
 



Andrew R.T. Davies: Or the NHS in Wales. 
 
Kirsty Williams: There may be other avenues by which people, if they are unhappy 
with practice, could pursue that at a local level, via the community health council or 
via the local health board’s director of primary care. There may be a need to issue 
additional guidance on a local basis. 
 
Bethan Jenkins: I only raised this because I try to see how we can best help 
petitioners to get through their process, but I do not believe that the Minister will 
change her mind or will change anything until the UK National Screening 
Committee— 
 
Andrew R.T. Davies: Chair, in light of the Minister’s response, I propose that we 
close the petition. 
 
Janice Gregory: Okay. I am quite positive that the Minister will look at the issue 
again once she receives the information.  
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18 April 2008

 
Dear Edwina 
 
PETITION - TO MAKE THE PSA TEST AVAILABLE FOR ALL MEN OVER 50 TO 
REDUCE MORTALITY FROM PROSTATE CANCER 
 
The Petitions Committee considered this petition for the first time on 10th April. The 
petition calls for the PSA test to be made available for all men over 50 and asserts 
that: 
 
• Evidence from around the world shows that wider use of the PSA test is 

associated with higher prostate cancer survival rates 
• Men in the UK who are concerned about their prostate have no automatic right to 

the test 
• The five year survival rate of prostate cancer in the USA is 98.5% compared to 

70% in the UK 
 
Committee members are aware that this is not a black and white issue, and that 
there are contrasting expert opinions regarding the efficacy of this test, however, the 
Committee resolved to invite the petitioners in to present their case.  It would 
therefore be helpful to the Committee if you could provide us with an outline of 
current Assembly Government policy regarding prostate screening and use and 
availability of the PSA test in particular. 
 
I look forward to your response. 
 
Yours sincerely, 

 
Val Lloyd, 
Chair, Petitions Committee 
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5 June 2008
 
Dear Edwina 
 
PETITION – PSA TEST 
 
Thank you for your response to my previous enquiry, on behalf of my Committee, 
regarding the availability of the Prostate Specific Antigen (PSA) test for men over 50. 

 
On 22 May, the petitioners (the Association for International Cancer Research) 
presented evidence to the Committee. The petitioners made it clear that they are not 
asking for the introduction of a prostate cancer screening programme, and clearly 
appreciate that the PSA test is just one tool that can assist in the diagnosis of a 
prostate problem. They consider men should have an informed choice regarding the 
PSA test and are asking you to consider allowing men over 50 to receive the test on 
demand. 

 
In England, an informed choice approach is taken through the NHS's Prostate 
Cancer Risk Management Programme. The Committee agreed to ask you for details 
of the guidance you have issued to Welsh GPs on providing the PSA test, and 
whether you have any plans underway to change this. 

 
In addition, the Committee agreed to ask whether you have considered any other 
approaches to encourage men to take the PSA test, and to encourage more GPs to 
offer the test.  

 
I look forward to your response, and thank you for your continued consideration of 
this issue. 
 
Yours sincerely, 

 
Val Lloyd, 
Chair, Petitions Committee 
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